IMPORTANCE Disability among older adults is a strong predictor of health outcomes, health service use, and health care costs. Few interventions have reduced disability among older adults.
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Eligible participants were 65 years of age or older; were cognitively intact, according to a Mini-Mental State examination 15 score (from 0-30, with scores of 24-30 indicating no cognitive impairment) of at least 24 of 30 at the time of the inperson baseline visit; and reported difficulty with at least 1 activity of daily living (ADL) 16 or at least 2 instrumental activities of daily living (IADLs). 17 Eligible individuals also had to document income of less than 200% of the federal poverty level (in 2018, this amount is $22 980 annually for a 1-person household in the 48 contiguous US states).
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Exclusion criteria included self-report of active cancer treatment, more than 3 acute hospitalizations in the past year, inability to stand, apartment dwelling, plans to move within a year, or use of home-based physical or occupational therapy services at enrollment.
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Participants were randomized to either the intervention (CAPABLE) group or the attention control group through a computer-based assignment scheme, which was stratified by sex in randomized blocks. Investigators and study staff were masked to assignment scheme. derstanding, primary care practitioner communication, and strength and balance; (2) development of an integrated plan that is based on individual assessments and participant goals and that includes tailored strategies that address those goals; (3) implementation of strategies that came from brainstorming with the participant; and (4) home repair, environmental modifications, and medical equipment that support the achievement of participant-identified functional goals.
The program targets individual functional goals (eg, walk downstairs, take a shower, and get dressed without pain) identified by each participant and barriers to achieving these goals. For instance, if a participant wants to prepare food rather than wait for a neighbor to help, then the OT and participant together identify feasible energy-conserving approaches and tools. 3 To complement these strategies, the RN uses behavioral activation strategies to help the participant manage depressive symptoms 19 and balance issues. 20 In consultation with the team, the home modifier stabilizes stairs, levels flooring, and repairs floors to enable participants to practice newly learned mobility skills safely and efficiently. For 5 months, CAPABLE participants receive up to 6 onehour home sessions with the OT; up to 4 one-hour home sessions with the RN; and up to $1300 worth of home repairs, modifications, and assistive devices. The cost of delivering CA-PABLE services in this trial was $2825 per person, which included visits, supplies, team coordination, mileage, and home improvement parts and labor.
14 The OTs and RNs were trained in the CAPABLE approach through readings, didactic sessions, shadowing experienced OTs and RNs to observe the protocol in the field, and bimonthly supervision meetings. The OTs and RNs documented the duration and content of each home session within 24 hours of completion. All study visits were audiotaped to ensure fidelity; study staff listened to a random 10% of the recordings and evaluated the tapes on the basis of a priori criteria.
Attention Control Group
The attention control group was designed to match the amount of social engagement that the intervention group received (10 home visits of 60 minutes each). The group research assistant helped participants identify sedentary activities they would like to learn or enjoy. Common choices were reminiscing about life, learning to use the internet, playing board games, and listening to music. The duration of each session was monitored.
Measures and Outcomes
Race/ethnicity, age, and sex information was self-reported by each participant. The primary outcomes were disability as measured by difficulty or dependence in self-reported ADLs and IADLs at 5 months (after program completion).
Activities of daily living refer to self-reported difficulty or need for help when performing 8 essential ADLs: walking across a small room, bathing, upper-body dressing, lower-body dressing, eating, using the toilet, transferring in and out of bed, and grooming. 16 This method of self-report, which has high testretest reliability and sensitivity, predicts future morbidity.
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Functioning on each task was classified from 0 to 2, depending on whether in the previous month the person did not have difficulty and did not need help (0), did not need help but had difficulty (1), or needed help regardless of difficulty (2). A summary disability score for the 8 items ranged from 0 to 16 points; a 1-point change was considered clinically meaningful.
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Instrumental activities of daily living refer to self-reported difficulty or need for help when performing 8 tasks: using the phone, shopping, preparing food, light housekeeping, washing laundry, traveling independently, taking medications, and managing finances independently. The response category for each IADL task ranged from 0 to 2, depending on whether in the previous month the person did not have difficulty and did not need help (0), did not need help but had difficulty (1), or needed help regardless of difficulty (2). The score ranged from 0 to 16 points.
Perceived Program Benefits
We evaluated participant assessment of study benefits using a survey adapted from previous trials 23 that addressed the following 10 questions: (1) How much benefit did you perceive from the CAPABLE program? (2-9) How much did the program help you … take care of yourself? keep living at home? make life easier? make home safer? gain confidence in managing daily challenges? be less upset, distressed, or overwhelmed? take care of others? help others in similar situations? (10) Did the study require too much work or effort? Each of these questions could be answered by 1 of 3 responses: not at all, some, or a great deal. 
Statistical Analysis
On the basis of the pilot study, 13 we assumed 15% attrition by 5 months and 90% power to detect a moderate effect size. We set the significance level at α = .05. Given these numbers, we planned to randomize 300 participants to the CAPABLE group or control group. The sample size calculation was based on 2-sided, 2-sample t tests at a P = .05 significance level and detected an effect size of 0.36 or greater with 80% power. The effect size was based on standardized mean difference in the ADL (or IADL) score at 5 months between the intervention and attention control groups. We compared the baseline characteristics of study participants to assess the balance between the CAPABLE and control groups. Both crude and covariate-adjusted effect sizes were presented to evaluate the robustness of findings. We used intention-to-treat analysis to assess the intervention effects. We were unable to use analysis of covariance to test the differences in primary outcomes between the groups because so many participants scoreda0ontheir disability assessment after the intervention. This result led to overdispersion, shown in a significant likelihood ratio test.
24 Therefore, we used the negative binomial regression model, a generalized linear model that accounts for nonnegative integer-valued outcome variables.
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To implement the intention-to-treat analysis, we modeled the ADL and IADL scores as a longitudinal outcome consisting of up to 3 measurements taken at baseline, 5 months, and 12 months, using the random-effect overdispersion negative binomial regression model. 26 In this model, the random effect refers to the distribution of the dispersion parameter on the assumption that the dispersion is constant within a person but varies from person to person, such that the inverse of 1 plus the dispersion follows a beta distribution. We included in the model a binary indicator for treatment allocation, dummy indicators of study visits (ie, baseline, 5 months, and 12 months), and interaction terms between the treatment indicator and visit time to allow varying effect size during the intervention phase compared with the maintenance phase. The effect-size estimates were presented, separately at 5 months and 12 months, as the ratio of means between the CAPABLE and the control groups after adjusting for race/ethnicity, sex, and prognostic factors such as pain distress, tiredness, and unintentional weight loss in the past year at baseline. These prognostic factors were determined by forward stepwise selection, with 0.1 significant level for variable entry into and with 0.15 significant level for removal from negative binomial models of posttreatment ADL and IADL scores, weighted by factors associated with the likelihood to drop out. Attrition at the primary end point (5 months) was low at 12.3%. With the maximum likelihood estimator, the random-effect model was robust to data missing at randomization, conditional on the covariates in the model. All analyses were conducted using STATA, version 15 (StataCorp LLC).
Results
We screened 1229 people for participation. Of these individuals, 300 were eligible, interested in participating, and then randomized to either the intervention group (n = 152) or the control group (n = 148) (Figure 1 ). Of the 152 participants in the intervention group, 133 (87.5%) were women and 19 (12.5%) were men, with a mean (SD) age of 75.7 (7.6) years, and 126 (82.9%) self-identified as black. Of the 148 participants in the control group, 129 (87.2%) were women and 19 (12.8%) were men, with a mean (SD) age of 75.4 (7.4) years, and 133 (89.9%) self-identified as black. The study attrition rate was low, with 37 participants (12.3%) not completing the assessment at 5 months and 40 participants (13.3%) not completing the follow-up at 12 months. A total of 130 participants (85.5%) in the intervention group and 133 participants (89.9%) in the control group completed the study at 5 months, and 130 participants (85.5%) in the intervention group and 130 participants (87.8%) in the control group completed the study at 12 months. Those who did not get reassessed were older and had higher ADL disability scores. No demographic or functional differences were observed between the treatment and control groups at baseline (Table 1) except for pain distress in the previous week, tiredness, and unintentional weight loss, each of which was statistically significantly worse in the treatment group than in the control group. Abbreviations: ADL, activity of daily living; IADL, instrumental activity of daily living; PHQ-9, 9-item Patient Health Questionnaire (score range: 0-27, with higher scores indicating more depressive symptoms).
a The pain variable is a component of the Brief Pain Inventory. The scale runs from 0 to 10. Higher scores indicate more intensity, or more distress.
Treatment Dose
Of the 152 participants in the intervention arm, 141 (92.8%) completed 8 to 10 sessions and only 6 (3.9%) had fewer than 3 sessions, considered the minimal treatment threshold. Participants in the intervention group received a mean (SD) of 9.1 (1.86) home visits. Of the 148 control group participants, 73 (49.3%) completed 8 to 10 visits, and 56 people (37.8) had fewer than 3 sessions.
Primary Outcome: Disability at 5 Months
In unadjusted analyses, participants in the intervention group reported a 26% reduction (relative risk [RR] , 0.74; 95% CI, 0.57-0.97; P = .03) in ADL disability scores compared with participants in the control group. The 10% reduction in IADL disability scores among those in the intervention group, compared with the controls, was not statistically significant (RR, 0.90; 95% CI, 0.72-1.12; P = .35). In adjusted analyses, the CAPABLE treatment effect on ADL disability scores remained statistically significant (30% reduction; RR, 0.70; 95% CI, 0.54-0.93; P = .01) and the effect on IADL scores was still not statistically significant (17% reduction; RR, 0.83; 95% CI, 0.65-1.06; P = .13) ( Table 2) . These adjustments were made in sex; race/ethnicity; corresponding pre-intervention ADL (or IADL) score; and baseline treatment group differences in pain distress, tiredness, and unintentional weight loss; as well as after applying weights (to adjust for the likelihood of a reassessment dropout).
Secondary Outcome: Disability at 12 Months
Unadjusted analyses showed that participants in the intervention group reported a statistically nonsignificant 7% improvement in ADL disability scores (RR, 0.93; 95% CI, 0.72-1.21; P = .60) from baseline to 12-month measurement (7 months after the conclusion of CAPABLE visits), compared with the control participants. The RR of improvement in IADL disability scores at 12 months was also not statistically significant (RR, 1.06; 95% CI, 0.85-1.32; P = .61). In adjusted analyses, the effect on ADL (RR, 0.90; 95% CI, 0.68-1.18; P = .44) and IADL (RR, 1.03; 95% CI, 0.81-1.31; P = .80) scores remained statistically nonsignificant ( Table 2 ). The adjustments were the same as those for the assessment at 5 months, with adjustments made in sex; race/ethnicity; corresponding pre-intervention (ADL or IADL) score; baseline intervention group differences in pain distress, tiredness, and unintentional weight loss; and after applying weights (to adjust for the likelihood of a 12-month reassessment dropout).
Perception of Benefit
The intervention group participants (n=119), compared with controls (n=123), responded with a great deal to the following survey items: overall benefit (91. ; P =.14) (Figure 2 ).
Discussion
In this randomized clinical trial, participants randomized to the CAPABLE (intervention) group reported a substantial reduction in disability scores after treatment (5-month outcome) compared with the attention control group. The 30% magnitude of the reduction is comparable to results of the Reducing disability scores among low-income older adults has clinical, fiscal, and policy relevance. In a nonrandomized evaluation of the CMS Innovation Center demonstration of CAPABLE, CMS evaluators estimated cost savings to Medicare of $22 000 over 2 years for the average CAPABLE participant (at a total cost per participant of $2825), compared with a propensity score-matched comparison group. 36 The CAPABLE program has subsequently been adopted by health care organizations in 22 cities and rural areas in 11 states, through varied innovations in payment policy such as Medicaid waivers (which provide community-based resources for people deemed eligible for a nursing home); accountable care organizations; and hospital readmission prevention programs. This well-powered, randomized trial provides further support that the CAPABLE intervention reduces disability scores in a highrisk subset of the older adult population. As such, the program merits consideration of inclusion in payment innovations, such as those from CMS that allow Medicare Advantage to pay for nonmedical costs with the medical budget 37 or through a Special Needs Plan geared toward people with disabilities who are dually eligible for Medicaid and Medicare. Despite its predictive value and strong relevance to valuebased care and population health efforts, functional status is not commonly prioritized in primary and specialty care. Functional status is often a hidden feature in electronic medical records, if the feature exists at all, 38 the reason for which may be the widely held belief that functional decline is not modifiable. Our work suggests that function can be improved. The effect of the CAPABLE intervention diminished between 5 and 12 months, which may suggest that a booster visit or call could be useful. In addition, a screening for possible benefits like the Supplemental Nutrition Assistance Program or involvement by a social worker, community health worker, or physical therapist could augment the effect. Some of the new CAPABLE sites are experimenting with these extensions.
Limitations
This trial has a few limitations. Participants who responded to recruitment may be different in unmeasured ways from individuals who did not respond. Older adults who are referred to as high-cost utilizers are often harder to engage and may not have the same uptake or same results. In addition, this study was limited to low-income older adults in Baltimore, Maryland, and the sample was predominantly black women, which may limit generalizability. However, few studies of geriatric models have been conducted among low-income older adults and with a predominantly black sample.
Conclusions
Meeting the near-universal goal of supporting older adults to age in place will require models that address more than medical conditions. Findings from this trial suggest that disability may be modifiable through addressing both the person and the environment. 
Control group Intervention group
At 5 months or program completion, participants were asked to complete a 10-item survey that assesses their satisfaction with aspects of the CAPABLE program, including (1) overall benefit, (2-9) how the program addressed specific functional goals, and (10) 
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The content is solely the responsibility of the authors. 2 Disability and its associated adverse outcomes are even more prevalent among low-income older adults because they have more comorbidities and less access to health care and social services. 3 Low-income older people are particularly vulnerable and a crucial target population for prevention and amelioration of disabilities in ADLs. In this issue of JAMA Internal Medicine, Szanton and colleagues 4 address these issues. These authors report on CAPABLE, a home-based multifactorial intervention they developed that combines planned home visits by an occupational therapist and a registered nurse with environmental interventions in the home by a home modfier. Most interventions for disability in older people have focused on physical ability (either restoring capacity or preventing decline), but the CAPABLE intervention has added a substantial innovation: making home modifications to restore physical function. 4 This innovative strategy is necessary because declines in physical capacity are often not reversible. On the other hand, considering that disability represents a mismatch between the environment and physical capacity, we can still restore physical function by reducing environmental demands (for example, a lift chair for a person who has trouble transferring, or grab bars for a person who has difficulty showering). 5 Such home improvements can meet the real needs of individuals with a disability and support them in living at home safely for an extended period despite a reduced physical capacity. Szanton and colleagues 4 showed that by offering not only a physical rehabilitation intervention but also psychological and environmental improvements, the CAPABLE program successfully reduced by 30% the ADL disabilities in 5 months (just after the conclusion of the program) among participants, compared with controls who received attention visits at home. This result was based on participants' scores on a scale (ranging from 0 to 16 points) that assessed 8 ADLs (walking across the room, bathing, upper-and lower-body dressing, eating, using the toilet, transferring in and out of bed, and grooming), with a 1-point change considered as clinically meaningful. The controls reduced the score in this scale from 3.99 (baseline) to 2.83 (5 months), but the score of the intervention group decreased from 4.00 at baseline to 2.22 at 5 months. Despite a trend in favor of the intervention for improving IADL functioning at 5 months, the difference was not statistically significant. The CAPABLE program was also associated with other advantages, including self-reports from participants that the program made their life easier, helped them take care of themselves, and supported their living at home. That the CAPABLE intervention was conducted in the actual environments in which the participants lived is noteworthy. 4 Assessing older adults in their own home permits an understanding of older people's lived experience and the main barriers to their independence. Simple home modifications, such as filling in holes in floors, stabilizing shaky banisters, lowering microwaves to reachable heights, installing tailored bathroom safety equipment, and raising toilet seats, improve older persons' daily life by reducing the obstacles and physical demands of their environment, and consequently, enhancing their safety and well-being. Many older patients with disability struggle through a siloed and uncoordinated health care system that fails to meet their 7 8 ************************************************************************************************ 9 *** 10 11 12 The part of the intervention originally included in ABLE is bolded. P/E fit = Person-environment 
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The proposed study has several novel and innovative features: Table 1 ability to adhere to medication regime RN helps participant identify medication management problems and solutions such as 1) patient education on medication need; 2) dose timing; 3) physical reminders; 4) medications with fall implications identify and prioritize goals, and make plans to achieve those goals. The RN also adds educational 391 resources to the CAPABLE notebook to reinforce its use as a resource. In RN visits 2 and 3, the 392 RN and the participant work on the goals identified through the C-CAP RN. In each session, the 393 RN reinforces strategy use, reviews problem-solving, refines strategies (examples in Table 2 such   394 as Tai Chi or pain management), and provides education and resources to address future needs (e.g.
395
pill box for medication management). In the final (4 th ) session, the RN reviews the participants' 396 strategies and helps to generalize them to other possible challenges. 
